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1 Executive summary

The National Prevention and Promotion Programme was established in response to the NHS Annual Operating Framework 2009/10 and the explicit desire to reduce waste, harm and variation within NHS Wales in an increasingly challenging financial environment.

A Programme Board was established to oversee the work.  The first stage was to agree the scope of the project and identify a number of potential high impact areas.  The Board determined that the programme would focus on identifying those areas which have a high impact:

· On the burden of preventable disease

· On the use of NHS resources

· Based on the intervention effect

The scope of the Prevention and Promotion Programme was further refined and it was agreed in principle that this work should focus on:

· Prevention and promotion action that complements the strategic goals of the five year plan rather than all health promotion action

· Upstream action and include only primary and secondary prevention 
· Those areas with the greatest impact on population health outcomes or inequalities
· Those areas likely to impact directly on utilisation of health and other public sector services

· Interventions where there is proven effectiveness that can be quantified
· A return on investment within the five year period of the plan
· Those areas where the powers exist currently in Wales to take action and are deliverable within the timeframe outlined

The Prevention and Promotion Programme has identified a number of evidence based interventions which have the potential to make an impact in a relatively short term timeframe, on use of NHS services. These represent a narrow range of interventions when considered in the context of the range of public health interventions which represent cost effective interventions to improve population health.

Priority has been given to those interventions which can impact on health and health service use in the short to medium term, three to five years.  The Programme Board recognises that some of the most cost effective interventions take longer to realise a return and that work should also be undertaken to identify interventions that represent a cost effective or cost saving in the medium to long term such as early years parenting interventions.

The interventions highlighted also reflect those actions where the NHS can make a particular contribution as part of multi-factorial approaches to behaviour change, including changes in legislation, policy and the environment.

The Programme Board has identified the initial priorities of the programme and work has commenced on implementation.

A project implementation group has been established for Smoking Cessation and work has commenced to implement these actions across Wales, learning from best practice and ensuring effective measurement and monitoring processes are in place to track change.

Public Health Wales has been asked by the Welsh Assembly Government to support the implementation of brief advice for alcohol in Wales with a focus on primary care in the first instance.  This includes provision of training, support for local implementation and improved monitoring of outcomes.

The Vascular Risk implementation project will report by the end of October 2011.  This work will be implemented in conjunction with the implementation of Annual Health Checks for those over 50 years of age and the continued development of the Quality and Outcomes Framework for primary care.

The programme has identified the potential to reduce the impact of falls in older people across the care pathway from primary prevention to tertiary prevention.  There is potential for more focused and co-ordinated implementation of the existing evidence base, consistent with the recommendations of the National audit of falls and bone health in older people (Tremi J, et al, 2011).  Work will continue in conjunction with the 1000 Lives Plus Programme to ensure effective and co-ordinated action.  

There is considerable work ongoing to address Health at Work across the NHS and more widely.  The National Programme can contribute to more rapid and effective implementation of best practice to increase the pace of change.

1.1 Recommendations

The following are recommendations for action for the NHS in Wales, working closely with its partners in Local Government and the Third Sector.

1.1.1 Reducing the burden of tobacco use 

Cigarette smoking remains the leading cause of preventable ill health in Wales and a major cause of health inequalities.  Consultation responses on the Draft tobacco control action plan for Wales (Welsh Assembly Government, 2011), issued for consultation in February 2011 are now being considered.  The Draft action plan sets out a framework for further action in this area.  The recommendations of this programme are included within this plan.

· Health Boards, working in partnership with Stop Smoking Wales and other Specialist Services should ensure that all smokers referred for elective surgery should be advised of the benefits of quitting and referred or signposted to specialist services.  There should be an increase in the number of smokers referred for elective surgery who become treated smokers to a minimum of 20 percent to achieve the projected financial savings identified.  

· Health Boards working in partnership with Stop Smoking Wales and other Specialist Services should work to ensure that recommendations contained in NICE guidance Quitting smoking in pregnancy and following childbirth (NICE, 2010b) are implemented in Wales including the use of routine carbon monoxide testing in ante-natal care.

· Public Health Wales should work with Health Boards and the NHS Wales Informatics Service (NWIS) to improve data collection on smoking rates in pregnancy as part of routine maternal and child health record systems.

· NHS organisations in Wales should actively support staff wishing to stop smoking through increasing access to stop smoking services aiming for 35 percent of smoking staff accessing support per annum.

· Health Boards and Stop Smoking Wales should work to ensure that a minimum of five percent of smokers become treated smokers per year.  Variation in contacts by GP practice should be routinely monitored and action taken to address these.  Advice to stop smoking should be included in all routine clinical contacts, with particular priority given to those smokers with existing chronic disease.

1.1.2 Reducing the burden of alcohol use

Alcohol misuse has a devastating effect on individuals, families and communities.  In addition, the costs of treatment amount to approximately £70m a year for the NHS in Wales (Phillips et al, 2011).

· Health Boards and Substance Misuse Planning Boards, supported by Public Health Wales should develop plans to implement alcohol risk assessment using evidence based tools and the provision of brief advice in primary care and other high risk settings including A&E and Sexual Health Services by March 2012.

· Public Health Wales should identify how routine data can be used to monitor the implementation of this recommendation.

1.1.3 Vascular risk

Cardiovascular risk has a significant impact on health and well being in Wales.  Improving the identification of those at high risk of cardiovascular disease and ensuring that they receive evidence based interventions was a recommendation of the Halcox report (Welsh Assembly Government, 2010).  Public Health Wales has been asked to review existing services, identify where there are gaps and opportunities to reduce duplication and provide a more systematic and co-ordinated service.  It will recommend a service model for vascular risk assessment in Wales by October 2011.  

· Health Boards should work with Public Health Wales to implement the recommendations of the Cardiovascular Risk Programme once they are known.

· NICE (2011) have identified hypertension management as the intervention with the greatest potential for cost saving for the NHS based on their current guidelines. Health Boards should review existing implementation of NICE guidelines and Quality and Outcome Framework standards for management of hypertension to ensure maximum impact.

1.1.4 Reducing the impact of falls in older people

Falls are already a significant burden upon health and health services in Wales and will only become a greater burden in the future as the size of the older population increases.

· Health Boards should implement the recommendations of the National audit of falls and bone health in older people (Tremi et al, 2011). To include ensuring that falls risk assessments are systematically conducted for all older people who are admitted to hospital for a falls related injury.  
· Health Boards should work to monitor and reduce lengths of stay for patients admitted following a fall related injury. Analysis of admissions data suggest that reducing lengths of stay by just one day can reduce the NHS burden substantially, reducing bed days by one day per admission could save over 10,500 bed days at an approximate cost of £3.8m.  A reduction in average length of stay of one day should be achieved by December 2012.

· Health Boards should monitor implementation of NICE guidance on falls assessment and prevention (2005).  Health Boards should report annually on implementation and outcomes.

1.1.5 Improving health at work
A total of 1.3 million contracted days work is lost annually to sickness or absence in NHS Wales. An improvement of 0.3 percent would release a further 73,000 days back to the system. 

· NHS organisations in Wales should ensure that reducing sickness absence is a priority.  Targets should be set and monitored at the highest level to achieve a minimum reduction per annum of 0.3 percent with the goal of matching best practice of less than two percent by 2017.

· Public Health Wales should work to support uptake of evidence based interventions to reduce sickness absence and increase staff health and well being and support their implementation across Wales.

· NHS organisations should continue work to achieve Platinum Award of the Corporate Health Standard by March 2013.

1.1.6 Recommendations for further work

The work undertaken by the project team has highlighted the limited information available on the cost effectiveness or cost of interventions.  The work undertaken by NICE to develop costing tools to support guidelines and recommendations is very important but more work is needed.  The relationship between Welsh Government and NICE with respect to public health intervention guidance and the cost-benefits of closer working should be reviewed
· Economic evaluation should be a core component of any evaluation of public health interventions.

· Further work is needed to develop accessible tools and approaches to determining the longer term benefits from prevention.

· Work to consider and estimate the benefits to society as a whole from complex interventions should be further explored to support multi-agency work of this kind. 

· The value of public health interventions in improving health needs to be continually stressed so the merit or otherwise of these interventions is judged in the same way as clinical interventions.

· There is a need to further develop capacity in Wales for modelling techniques to provide information on the potential impact of interventions where intervention studies are not available or feasible e.g. legislation, policy change, mass media interventions.
2 Background

In his foreword to the Annual Operating Framework (AOF) for NHS Wales 2010-11 Paul Williams, Director General Health and Social Services, Chief Executive NHS Wales, identified a number of challenges for NHS Wales (Welsh Assembly Government, 2009). The first two being to improve the quality of health services that we provide, and to increase efficiency and reduce waste, harm and variation – within the context of a tighter financial settlement.

The AOF brought public health to the forefront of the strategic and operational agenda, incorporating a wide range of actions identified in Our healthy future (Welsh Assembly Government, 2009a) into AOF Targets for 2010-11.  

The AOF also highlighted the identification of fourteen high value opportunities for NHS Wales to achieve these strategic objectives including driving highest value prevention campaigns.  A number of National Programmes were established to take forward this work across Wales, including the National Prevention and Promotion Programme, which is jointly led by Bob Hudson, Chief Executive of Public Health Wales and Dr Tony Jewell, Chief Medical Officer. 

A Programme Board (Appendix 1) was established to oversee this work with representatives from Health Boards (HB’s), Welsh Assembly Government, Local Government and Public Health Wales.  The first task of the Board was to define the scope of the programme and identify the potential high impact opportunities.

The emerging outcome from this work has been incorporated within the Annual Quality Framework for NHS Wales in 2011–12.  The Framework requires NHS Wales to include within a local public health strategic framework the high impact areas identified by the National Prevention and Promotion Programme Board.  This document summarises these recommendations and the approach taken to their development.

2.1 Current prevention and health promotion action in Wales
Recognising the potential for improved prevention and health promotion is not new and there is much activity across the NHS and other sectors directed at prevention and promotion.  Traditionally this has been directed at improving health outcomes for the population, and reducing health inequalities/inequities.  Our healthy future (Welsh Assembly Government, 2009a) provides a framework for further prioritisation and development of these activities.

Prevention and Health Promotion Programmes are well established in Wales.  A wide range of National Programmes including Stop Smoking Wales, ASSIST (smoking prevention), Healthy Schools and Healthy Working Wales are well established. These are complemented by initiatives being taken forward by local partnerships through the Health, Social Care and Well Being and Children and Young People’s plans and the implementation of our healthy future.  
The Vaccine Preventable Diseases programmes are essential to prevent avoidable disease and considerable success has been achieved in these areas, although further gains can be made in the areas of influenza, and Measles, Mumps and Rubella vaccination rates. In addition, Wales has a range of nationally co-ordinated screening programmes which aim to detect disease at an early stage and enable treatment and recovery.
These areas of work considered together should encompass the breadth of action required to improve population health.  This programme focuses on a small element of this work with a specific focus on reducing the burden of disease on the NHS, individuals and the wider public sector in the short to medium term.
2.2 What is the potential for Prevention and Promotion as part of the Five Year Strategic Framework? 

The World Health Organisation defines Health Promotion as:

“the process of enabling people to increase control over, and to improve, their health. It moves beyond a focus on individual behaviour towards a wide range of social and environmental interventions”

Disease prevention is generally considered to have three elements:

· Primary prevention avoids the development of a disease. Most population-based health promotion activities are primary preventive measures. 

· Secondary prevention activities are aimed at early disease detection, thereby increasing opportunities for interventions to prevent progression of the disease and emergence of symptoms.  Ascertaining risk factors such as hypertension and population screening programmes are secondary prevention. 

· Tertiary prevention reduces the negative impact of an already established disease by restoring function and reducing disease-related complications.  Cardiac rehabilitation and much chronic conditions management is an example of this level of prevention.
It is possible to identify a significant amount of activity within the NHS across all forms of prevention identified.  However, there are few identifiable and defined programmes or interventions that are delivered in a systematic way that enable us to clearly capture and define the benefits and outcomes.  Those which do exist, with the exception of tobacco initiatives, tend to be those more medically focused secondary prevention programmes such as assessment and risk factor management for heart disease in primary care.  There is considerable benefit to be gained from a co-ordinated whole systems approach, realising the benefits of the NHS Wales integrated healthcare system.  In addition, there is considerable variation in uptake of existing programmes.
The Five year s framework brings an additional imperative – that of reducing the financial burden on the care system by better prevention and promotion that keeps people in better health for longer, thus reducing the need for care.

3 The economic case for prevention.

Economic assessment of the value of health and social care interventions is still a relatively under-developed field (Suhrcke M et al, 2007; Richardson A, 2009; Trust for America’s Health, 2009) although considerable progress has been made by bodies such as NICE who use an economic assessment as a component of the appraisal process of new technologies and interventions, including public health interventions (NICE, 2009).  The cost effectiveness of interventions is judged against pre-determined criteria, usually the cost per quality adjusted life year (QALY) the cost of an additional year of healthy life.

There has been a tendency for prevention and health promotion interventions to be judged by different criteria to those for treatment.  That is, there is an inappropriate emphasis on the potential to save money or reduce costs, when funding decisions are made, rather than on an interventions impact on health and wellbeing.  It is an important principle that prevention and promotion interventions should be judged by the same criteria as treatment and care - their ability to produce health gain at a reasonable cost.  Using this approach, a number of public health interventions have been judged to be cost effective (Annex 1) (Matrix Insight, 2009).

Whether prevention and health promotion interventions can be cost saving and cash releasing is a different question and the one with which this programme has been tasked, in common with the other National Programme areas.

Identifying the potential economic benefit of prevention and health promotion activities is relatively straightforward.  A reasonable amount of work has already been done to consider the cost to the NHS of certain health related behaviours.  For example work undertaken for ASH Wales and the British Heart Foundation (Phillips, C and Bloodworth, A 2009) found that:

· Smoking cost NHS Wales an estimated £386 million in 2007/8, equivalent to £129 per head and seven percent of total healthcare expenditure in Wales

· Secondary care accounts for 67 percent and primary care 33 percent. £235.6 million is spent on hospital admissions and £21.5 million on outpatient attendances while £49.3 million is spent on GP and Practice Nurse consultations and £79.3 million on prescriptions.

· Smoking accounts for an estimated 22 percent of adult hospital admission costs.

If you help someone stop smoking, you significantly reduce their risk of lung cancer, circulatory diseases and other smoking related diseases as well as the costs of treatment associated with them. In practice however, it is less straightforward.  The first difficulty is the timeframe for action.  The impact of smoking on the development of lung cancer is long term, as therefore, is the time that will lapse before the benefit of stopping smoking is fully realised.  For example, a smoker who stops in their early forties may not have developed lung cancer or another smoking related disease if they had continued smoking for a further decade or more – the savings therefore are too long term to be of benefit in reducing costs to the healthcare system in the present.  The second difficulty is that everyone dies eventually of something and a significant amount of an individual’s use of health and social care services will be at this end of life stage.  If this argument was followed to its conclusion however, we would also cease to treat any disease or illness for the same reason.

The timescale and resources available to this Programme meant that it was not possible to undertake economic analysis work from first principles.  The work undertaken was limited to the available published literature in this area.

The final issue is the realistic potential of any intervention to be cash releasing.  Removing costs from the health and social care system is dependent on being able to permanently reduce service levels, for example reduce staffing levels, reduce the number of beds, reduce prescribing levels.  In practice interventions which reduce demand have not reduced costs as these resources have been deployed in other ways, which in itself is a benefit to the system.  Realising the potential for cash releasing savings is beyond the remit of this Programme and will rest with the Service at the implementation stage.

4 Programme scope
The goal of this work was not to identify a national programme of prevention and health promotion that encompasses all areas of public health action but to address a much narrower question relating to the contribution that preventative action can make to reduce demand on health services and contribute to cost reduction in the short to medium service workforce and financial framework term of three to five years.

The Programme sought to identify the areas where there are interventions that would support a sound business case for additional NHS investment, demonstrating returns on that investment in terms of improved health and reduced health and social care costs, within the five year timeframe of the strategic framework.

The Programme does not encompass all public health action, as highlighted earlier there is much already being delivered and this should continue.  In addition, public health contributions are being made to each of the other national programme areas through specific pieces of work such as the recent publication of Variation in elective procedures across Wales (Public Health Wales, 2010) which will help HBs to identify areas for potential savings if activity is for example, higher than would be expected.

In order to have a high impact on the utilisation of health and social care resources and population health, interventions will need to be identified in areas that meet the following criteria: 

A high impact:

· On the burden of preventable disease

· On the use of NHS resources

· Based on the intervention effect

The scope of the Prevention and Promotion Programme was further refined and it was agreed in principle that this work should focus on:

· Prevention and promotion action that complements the strategic goals of the five year plan rather than all health promotion action

· Upstream action and include only primary and secondary prevention 
· Those areas with the greatest impact on population health outcomes or inequalities

· Those areas likely to impact directly on utilisation of health and other public sector services

· Interventions where there is proven effectiveness that can be quantified

· A return on investment within the five year period of the plan

· Those areas where the powers exist currently in Wales to take action and are deliverable within the timeframe outlined

4.1 Identification of potential high impact areas
In practice, identifying high impact interventions from an almost infinite list of public health interventions is not practical.  Therefore an approach has been adopted that seeks to identify where the greatest potential impact is in terms of the burden of preventable disease on the NHS and then look at effective interventions (Report on Initial Screening Process for Identification of Potential High Impact Areas and Report on Identification of Potential High Impact Prevention Interventions).  For example, it is possible to identify areas for potential savings, the cost to the NHS of sickness absence, the cost of smoking related diseases.  To realise these savings however, we need to know which interventions will have the greatest effect otherwise our ability to realise this potential saving will be limited.  In this paper we have identified areas where there is good evidence of effectiveness and other areas where evidence is less strong but the potential is significant.

The team has drawn heavily on work undertaken for Health England by Matrix Insight (2009) which identified a prioritisation framework and considered the economic benefits from investing in prevention (Annex 1).

In addition, NICE have highlighted potential savings to the NHS of implementing NICE guidelines (NICE, 2011).  These are clinical rather than preventative interventions but the two which contribute approximately 80 percent of the potential savings (£650k per 100,000 population), management of hypertension and long acting reversible contraception (LARCs), are examples of secondary prevention.  This is an example of potential savings as while the clinical interventions to deliver these improvements are well known and well established, the interventions necessary to deliver changes in practice to reduce variation in their use are less well identified.
To assist in the first stage of this process an initial assessment matrix was used. The determinants of health have been used as a framework to identify the potential areas for action, rather than disease areas.  This approach has been taken as interventions will address risk factors e.g. smoking or unemployment, rather than specific diseases with the potential to impact on a number of diseases or conditions.  In some instances this has been broken down further for example to distinguish between interventions focusing on individual behaviour change from those that require wider policy or legislative change, recognising that the powers to implement these may not rest with the Welsh Assembly.  

The process undertaken reaffirmed earlier discussions that there is a need to continually reiterate that this is not about all health improvement or public health action.  Equally it is important that in producing outcomes and recommendations it is clear to others that public health action areas not identified as a priority according to the very narrow criteria in this programme does not signal that they are not of value or that there is potential for disinvestment from these areas.

4.2 Emerging high impact areas
The areas that scored most highly were the major lifestyle areas of tobacco use, alcohol use, diet and physical inactivity and injuries.  The group recognised that within these broad areas there would need to be further focus and that it was important in doing so to acknowledge that this sits within a wider strategic approach that addresses all aspects i.e. in identifying smoking cessation as a potential high impact area recognition is needed that wider action on prevention is also important and will need to be encompassed in work elsewhere.  

These areas score highly as a result of the impact they have on major causes of morbidity and mortality such as cardiovascular disease, cancer and respiratory diseases.  In addition, there were known interventions that were potentially of benefit and current programmes are not currently achieving their full potential.  Finally, where action is the responsibility of NHS Wales.
4.2.1 Low priority areas

Actions to address the wider determinants of health did not generally score well according to the criteria used and the specific aims of this programme.  This was primarily because:

· There is a longer lead in time for implementation and return on investment

· Action required may be outside the NHS or Welsh Government remit

· There have been few intervention studies that provide robust data on the potential for change

However, the Programme Board would like to stress the importance of progressing these areas through other strategic programmes e.g. Our healthy future, fairer health outcomes for all, as work to address these areas is essential in parallel to the work being undertaken in this programme.

The mental health area has been slightly more challenging as it is a complex area that crosses over with the separate Mental Health National Programme.  Identifying mental health interventions that had been subject to an economic assessment was difficult, although the evidence base for effective early intervention in management and for primary prevention particularly in relation to early years initiatives is strong.  The programme team considered that early years intervention did not closely fit the criteria for the programme as the benefits appeared to be longer term and that early intervention services more appropriately sat within mental health service provision.

In February 2011 the Department of Health published a report on The economic case for improving efficiency and quality in mental health (DH, 2011).  This outlines a number of interventions for which the economic case for implementation is made.  It is proposed that the programme team review these recommendations within a Welsh context and consider what further work might be needed to support implementation in Wales.

5 Reducing the burden of tobacco use –more referrals, more contacts, more quitters
Action to reduce the impact of tobacco use in Wales requires continued action at a number of levels, including changes in policy and legislation where the greatest gains are often to be made.  However, there is good high quality review level evidence that simple, systematic brief interventions with smokers are effective and at a population level would have an effect.  Economic analysis indicates that these interventions would be highly cost effective and have the potential to be cost saving.  These interventions can and should be delivered routinely by the NHS in Wales to complement wider action on tobacco control as outlined in the Draft tobacco action plan for Wales (Welsh Assembly Government, 2011).
The interventions proposed are not new but there is clear evidence that there is significant variation in implementation across Wales and that the full potential of the existing programmes are not being realised. Figure 1 illustrates the variation in proportion of smokers contacting Stop Smoking Wales by HB and no HB area reaches the minimum five percent of treated smokers
 recommended by NICE (2008).  While there is potential to improve and maximise quit rates the greatest challenge is to improve the numbers of people who access services, particularly pregnant women and those undergoing elective surgery where the benefits of cessation are realised in the very short term. 
Systematic co-ordinated action across all clinical areas in all HBs could significantly reduce variation in uptake of these interventions and contribute to increased quitters. 
A supporting technical paper outlining the background to the recommendations and the available evidence is available from the Smoking Cessation paper.

Figure 1:  Percentage of Treated Smokers by Health Board 2009/10
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Source:  Stop Smoking Wales
Identifying all smokers referred for elective surgery and encouraging them to stop has the potential to save NHS Wales between £200,000 and £2.3M in reduced bed days from post surgical complications.  The programme has been operational since 2008 but implementation has been limited (Figure 2).

Figure 2:  Smokers Awaiting Elective Surgery Contacting Stop Smoking Wales in 2009/10 
Source: Stop Smoking Wales
Implementing existing NICE guidance in relation to smoking cessation has significant potential to reduce the burden of ill health from tobacco use in Wales and save NHS Wales significant costs in both primary and secondary care.  A summary of the actions that would be needed and the potential benefits is included in Table 1.
Action is underway to implement these recommendations with implementation groups being established in each HB in Wales supported by a programme implementation group to ensure that good practice is shared and used across Wales.

A series of targets are being developed to help focus action and maintain momentum and mechanisms for routine and regular reporting on progress are being implemented.

Brief intervention training programmes are being delivered in all areas of Wales and will shortly be supplemented by shorter briefing sessions and e-learning packages to increase access.

Information for HBs on contact rates by GP Practice in Wales is currently being prepared to support QOF monitoring visits.  This will complement the programme of visits to low referring practices undertaken by Stop Smoking Wales in 2010.

New referral pathways are being developed and piloted for specific groups e.g. pregnant women, with the aim of increasing contact rates, which should in turn lead to increased numbers who quit.

Table 1 – Implementing NICE Guidance on Smoking Cessation in Wales

	
	What do we need to do?
	What are the benefits?

	Pre-operative smoking cessation
	· Identify all smokers undergoing elective surgery and record

· Advise to stop and refer to specialist services
	· 700–7000 bed days, (based on 8% smokers quitting or 17% quitting)

· Up to 1,500 fewer pre-operative complications

· £200,000 to £2.3M savings

	A non-smoking NHS Wales
	· Encourage staff to quit

· Provide support and access to specialist services
	Potential savings to NHS Wales per annum based on 35%of smokers intending to quit within 6 months
:

· An estimated 1,592 employees would quit smoking for 12 months or more

· 52,536 hours of additional productivity in the first year

· Potential savings of over £659,327 for NHS Wales in the first year.

	Smoking cessation in pregnancy
	· Ask every pregnant woman (and her partner) if they smoke

· Advise to stop and refer to specialist services
	· Cost of smoking in pregnancy estimated at between £352,000 and £2,816,000 per year
· Cost of smoking related illness in infants up to one year is between £528,000 and £1,034,000 per year.

	Brief interventions with all smokers with emphasis on those with chronic conditions
	· Systematically identify and record smoking status at every clinical contact

· Undertake brief intervention

· Refer to specialist support services
	Economic evaluation for Health England based on five minutes of brief intervention by GP’s identified that the net cost of the intervention per QALY was -£2,169.


5.1 Summary
There is clear review level evidence that increasing the proportion of pregnant women, pre-operative patients and NHS staff who smoke and decide to stop will benefit both individuals in terms of improved health and well-being and the NHS as a whole.

A range of simple evidence based interventions has been identified and is being implemented across Wales.

Arrangements are being made to implement monitoring systems to ensure that the potential benefits of these interventions are being realised by NHS Wales and that variation in current uptake and implementation is reduced.

6 Reducing the burden of alcohol misuse

Action to reduce alcohol related harm is wide ranging and could include reducing availability to those under-age, minimum pricing, influencing community norms around alcohol use and intervention for those drinking above recommended levels.  It has been estimated that treating alcohol related disease costs the NHS in Wales between £75-85 million per year (Phillips et al, 2011).  There is good research evidence that brief advice on alcohol use delivered systematically can reduce alcohol consumption by 40 percent after 12 months in the intervention group.  Economic evaluation indicates that the intervention would be cost saving (-£750 per QALY) (Matrix Insight, 2009a).  The NHS in Wales can contribute to effective action to reduce alcohol related harm by ensuring that these interventions are delivered consistently across primary and secondary care.

At present ad-hoc training in brief interventions across Wales for primary care workers is limited and there is considerable opportunity to further develop this.  In England and Scotland, this work has been supported by a national enhanced service for primary care.  Proposals for such a scheme have been developed in Wales, but to date have not been taken forward.  In Wales, proposals have been developed for a national team to provide support for the implementation of brief advice in primary care.

A technical paper explaining the background to these recommendations is available from High Impact Interventions – Screening and Brief Interventions for Alcohol Misuse.
6.1 Alcohol risk assessment

Implementing a programme to risk assess all patients at next attendance is likely to reach a large proportion of the population quickly. The costs of implementation have been prepared using the NICE costing tools (NICE, 2010a) and are potentially significant because of the large numbers involved but will depend on the approach taken and the level of uptake.   The cost is estimated at approximately £15 per assessment (five minutes of a GP’s time).  If undertaken by a practice nurse the costs would be less.  Over a three year period assessment of all attendances would reach about 85 percent of the population. 

The assessment would detect the estimated following numbers of individuals who exceed the recommended weekly levels of alcohol intake:

· Year 1 – 558,456

· Year 2 – 194,538

· Year 3 – 129,455

Each individual identified who exceeded the recommended weekly levels of alcohol intake would be offered brief advice.

6.2 Brief advice for adults

NICE guidance (NICE, 2010a) recommends offering a session of structured brief advice on alcohol. If this cannot be offered immediately, an appointment should be offered as soon as possible thereafter. It should take 5–15 minutes, where there is an ongoing relationship with the patient or client and their progress in reducing their alcohol consumption to a low-risk level should be routinely monitored.

It may be possible to provide brief advice at little or no extra cost as it is anticipated that the advice would be given on an opportunistic basis. For the purpose of this report it is estimated that the cost of the brief advice consists of five minutes with a practice nurse estimated at £2.65 (£0.53x5) and material costs of £8.85, a total cost of £11.50. Using these assumptions, the annual cost of providing brief advice to those identified through assessment is £1,937,037. It is assumed that this annual cost would remain fairly constant over time.

Not all individuals identified through assessment would choose to receive brief advice.  For the purpose of this report it is assumed that the uptake among the target population will be 62 percent, based on a paper by Lock and Kaner, cited by NICE (2010a) (Table 2). The brief advice could be offered by a practice nurse or a GP.

The cost of providing brief advice to the population identified by assessment at next attendance has been estimated using either a practice nurse or a GP.  The cost of a practice nurse providing the brief advice is estimated at £11.50, the cost of a GP is estimated at £23.85.

Table 2: Percentage of the population aged 18 years or older that exceed the recommended weekly levels of alcohol intake identified at next attendance

	Year
	Identified individuals who drink above recommended guidelines
	Uptake
	Number receiving brief advice

	1
	558,456
	62%
	346,242

	2
	194,538
	62%
	120,613

	3
	129,455
	62%
	80,262


As identified in Table 3 the estimated costs of providing brief advice by a practice nurse are almost £4 million in year one, decreasing to under £1million in year three. 

Table 3: Estimated costs of providing brief advice to individuals identified at next attendance by either a practice nurse or GP

	Year
	Number receiving brief advice
	Estimated cost – practice nurse £ 
	Estimated cost – GP £ millions

	1
	346,242
	3,981,783
	8,257,872

	2
	120,613
	1,387,050
	2,876,620

	3
	80,262
	923,013
	1,914,249


The economic analysis for NICE (University of Sheffield, 2009) confirmed that several examples of providing screening and brief advice are estimated as providing cost savings (providing additional healthcare benefits and an overall reduced health service cost).  The economic analysis indicated that NHS and personal social services savings for England of over £124.3 million may be realisable over a 30 year time horizon.

Acknowledging the findings from both the Cochrane review (Kaner, et al, 2007), regarding changes in alcohol consumption with individuals who receive a brief intervention, and the economic analysis for NICE, it is clear that screening and brief advice is a highly cost effective healthcare intervention that will improve the health of people in Wales.  The evidence base is strongest in primary care, hence the priority given to that area in this report but there is also evidence of benefit in other settings such as A&E and there is potential for wider implementation. 
6.3 Summary

There is strong evidence that implementing brief interventions and advice for alcohol will impact on the number of people drinking above recommended levels.  These interventions should form an integral part of a comprehensive strategy to reduce the impact of alcohol misuse in Wales, alongside measures to reduce availability, influence price and social norms. There is also evidence that these interventions will result in long-term savings to the NHS and personal social services, but the timeframe in which these savings may occur is subject to uncertainty.

7 Vascular risk

Public Health Wales was commissioned to undertake work to consider implementation of the Halcox report on vascular risk assessment (Welsh Assembly Government, 2010).  Improving identification and management of those at risk can have a significant impact on reducing disease including heart disease, stroke, renal disease and dementia.  These diseases are associated with significant cost to the NHS and social care system.

Cardiovascular Disease (CVD) remains one of the major public health challenges facing Wales in the 21st century. Over 11,000 deaths per year in Wales are attributable to diseases of the circulatory system, including approximately a third of premature deaths in men and a quarter of premature deaths in women. There is a marked social gradient in the prevalence of CVD, particularly presentation with premature events, resulting in a disproportionally high burden of disease associated with greater levels of socio-economic deprivation (Welsh Assembly Government, 2010).
Degenerative arterial disease causes heart attack, stroke and heart failure and the majority of the morbidity and mortality from CVD is a consequence of this degenerative arterial disease (Welsh Assembly Government, 2010).

A number of well-recognised risk factors cause arterial disease (Figure 3).  These may be fixed (including gender, ethnicity, a family history of premature CVD and increasing age), (Department of Health, 2008) or modifiable (including smoking, poor diet, a sedentary lifestyle, high blood pressure, an adverse lipid profile, diabetes and obesity). These factors typically promote the progression of atherosclerosis over a period of many years before the disease presents clinically (Welsh Assembly Government, 2010).

Considerable evidence exists that addressing modifiable risk factors will improve outcomes both in those with (secondary prevention) and without (primary prevention) clinically apparent CVD. This can be achieved through healthy lifestyle modification and, where appropriate, use of specific drugs including statins, antihypertensive therapy and antiplatelet agents (Welsh Assembly Government, 2010).

Figure 3: Primary and Secondary Risk Factors for Cardiovascular Disease


[image: image4]

Source: Segrott J et al., 2009, page 44

7.1 Effective management of vascular risk 

Effective management of vascular risk requires both behavioural and clinical (pharmacological) interventions.
· Ensuring that patients at risk are identified in primary care and appropriately managed.  Although much has been done, there is significant variation across Wales.  The GMS contract does not require registers of people with CVD, but does require registers of patients with several components of CVD and conditions rendering CVD more likely, i.e. stroke/TIA, coronary heart disease, hypertension and diabetes.  The mapping work underway through the CVD project is examining QOF data available for such conditions. 

· Ensuring that effective behavioural support is provided to help people to stop smoking, eat healthily, maintain a healthy weight and become more active.  Evidence based guidelines from Scotland (SIGN, 2007) have concluded that smoking and high lipids stand out as two of the most important risk factors for CVD.  

· Smoking cessation services in Wales are referred to earlier in this paper. Analysis of data from the National Exercise Referral Scheme and the mapping work conducted at HB level in respect of the obesity pathway will also be compiled to provide an understanding of current service provision, gaps in service and duplication.  
· Ensuring that prescribing of anti-hypertensive and lipid lowering medication is optimised, recognising that the decision to prescribe medications for prevention of CVD should follow an informed discussion about risks and benefits with the individual patient.

The mapping work underway by Public Health Wales will explore the extent of and the patterns of prescribing of such medications across Wales. 

7.2 The economic costs of CVD in the UK

The combined cost of CVD to the NHS and the UK economy is £30 billion annually (Luengo-Fernandez et al. 2006).  

The cost of CVD to the UK healthcare system in 2006 was £14.4 billion (around 48 percent), productivity losses accounts for £8 billion annually (26 percent) and the cost of informal care of people with CVD is also £8 billion annually (26 percent) (Allender S et al. 2008). 

Figure 4 shows a breakdown of the costs to the UK healthcare system (NICE, 2010c)

Figure 4: The cost of Cardiovascular Disease to the UK Health System
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Source: Allender S., et al (2008) European Cardiovascular Disease Statistics

7.2.1 Benefits and savings 

Implementing the NICE public health guidance Prevention of Cardiovascular Disease (NICE 2010c) may bring the following benefits and savings: 

· Narrowing the gap in health inequalities. 

· Cost savings from the number of CVD events avoided (the average cost of hospital admission for a CVD event is estimated to be £4,614). 

· Preventing other chronic conditions such as cancer, pulmonary disease and type two diabetes.

· Cost savings associated with CVD such as medications, GP visits and outpatient attendances. 

· Cost savings to the wider economy as a result of reduced production losses because of illness in those of working age, reduced benefit payments and reduced pension costs from people retiring early from ill health. 

· Improving the quality and length of people’s lives. 

The costing report produced for the NICE Prevention of Cardiovascular Guidance used a five year time frame and assumed some savings within this period, for example, following the introduction of smoke free legislation, a number of countries have reported rapid decreases in hospital admissions and CVD deaths. It is recognised however that significant savings are likely to be achieved beyond five years.  Such a timeframe allows for both government policy and regional measures to be implemented.

7.3  CVD project timescales
The first phase of the CVD Project reported at the end of June 2011. This initial report will comprise a mapping of existing services to prevent CVD and promote CD risk management in those without and with existing CVD. 

The second stage of the Project, due to report in October 2011, will make recommendations in respect of a CVD Risk Management Programme for Wales. 

8 Preventing falls in older people
Falls place a significant burden upon health and health services in Wales and across the UK.  Reducing falls risk requires action at a number of different levels from primary prevention work to increase and maintain rates of physical activity in younger adults to identification of risk factors including osteoporosis, balance and gait problems or use of certain medication.  In 2009 the Department of Health produced a Prevention Package for Older People which included specific guidance on falls and fracture prevention (Department of Health, 2009).  A stepwise systematic approach to prevention was identified with four objectives (Figure 5) recognising the potential to intervene to prevent falls and fractures at each stage of the pathway.
This work is focusing on reduction in falls among older people through multi-factorial risk assessment.  It does not look at the identification and treatment of underlying conditions, such as osteoporosis, which can significantly impact on the severity of injuries.  
Understanding the epidemiology of falls in Wales is important to support the implementation of interventions for which there is good evidence of effectiveness. Clear guidance on the interpretation of the evidence and support for implementation is needed to simplify the process in an area with a vast amount of information.

Figure 5
[image: image6.emf]
Source:  Prevention package for older people (Department of Health, 2009.

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/dh_103146
8.1 Estimates of falls incidence and impact
Based on data on the incidence of falls in community dwelling older people, we can estimate the annual numbers of falls to older people in Wales as being between 230,000 and 460,000 (Figure 5a). These figures do not encompass the much higher falls incidence amongst older people in nursing and residential care.

Figure 5a:- Summary of falls epidemiology in the Community
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Source: Adapted from Rubenstein and Josephson (2002), Cummings and Melton (2002), Peel et al (2002)
Across Wales, between 115,000 and 230,000 people fall more than once and 11,500 to 45,900 suffer a fracture, head injury or serious laceration (figure 6); this equates to between 32 and 126 injury falls per day in Wales. 

The largest relative impact will be felt in HBs with higher proportions of older people, in particular, Powys and Hywel Dda. 

8.1.1 Mortality

There are around 200 fall related deaths in Wales each year. The proportion of deaths that are due to falls increases substantially with increasing age.

There is evidence to suggest that official mortality data greatly underestimate the true mortality associated with falls as the final cause of death is often from complications resulting from the fall.
Figure 6: Summary of falls incidence in Wales in 2010 and predictions for 2015

Wales 2010 (estimated)

Wales 2015 (estimated)
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8.1.2 In-patient burden

There are around 21,000 fall related in-patient admissions each year in Wales.  This does not include the numbers of people who fall following admission to hospital for falls or other conditions.
Reducing the numbers of injurious falls that require hospital admission will reduce the burden on in-patient services. Fall lengths of stay are twice as long as overall lengths of stay. It is likely that reducing lengths of stay will have benefits for both the individual in relation to regaining maximum independence and to the NHS.  A modest reduction of one day on average would reap significant benefits. 
Tertiary prevention, including risk assessment and intervention to prevent future falls, is therefore important, as is delivery of appropriate care at appropriate time and co-ordination of multi-disciplinary teams to ensure that discharge is not delayed.

The evidence from the National audit (Tremi et al, 2011) indicates that systematic risk assessment for non- hip fracture patients is 32 percent rising to 68 percent for hip-fracture patients.

8.2 Evidence for interventions

Population based exercise programmes to provide strength and balance training have demonstrated good evidence of effectiveness.  There is scope to encourage further provision of programmes of this nature across Wales and to promote their uptake by older people in general and by those who have experienced a fall or fracture as recommended in the national standards (Tremi et al, 2011).
NICE recommend that older people should be asked routinely and on a regular basis about falls and their risk factors for falling (NICE 2005). There is little information to demonstrate that this actually happens in Wales on a systematic basis or that subsequent assessment of balance and gait with referral to appropriate programmes is available to all those who would benefit. An annual risk assessment or assessment process supported by the development of specialist community services for those at risk may be a more effective approach but the evidence is not available at present to recommend this.
Those at higher risk of falling then need appropriate risk factor assessment, management and referrals, if necessary, to modify their risk of falling. For those with few risk factors management solely within primary care may be possible, with more complex cases referred for comprehensive assessment.

There is no consensus on which risk factors should be assessed, but review of the guidance and evidence suggests that multi-factorial assessment is required, looking at balance and gait, medications, visual impairments, reasons for falling/cardiovascular issues, memory and behavioural problems, depression, dizziness and fear of falling. The Falls – Preventing Falls in Older People Living in the Community report provides algorithms and gives the evidence for these assessments, suggesting tests to be used and action to be taken given different outcomes and interventions for which there is evidence of effectiveness.
There is some evidence of cost effectiveness, but it is limited at this time. There is high quality evidence that multi-factorial falls risk assessment can reduce falls by between 6–33 percent.  If we assume that preventing falls prevents admissions then it could be possible to reduce falls related admissions by between 635 and 3495 per year.  On average a falls related admission is 23.2 bed days, therefore reducing admissions could result in savings of between £3.3 and £18.2 m per year.  Further savings would be made to longer term care costs for some individuals.

The National Hip Fracture Audit (Figure 7) highlights that evidence based interventions are not currently being systematically implemented in Wales from .  There are a large number of standards included within the Audit, a particularly relevant one for this work is that all patients who experience a hip fracture should receive a falls risk assessment as inpatients prior to discharge.  The results for Wales indicate that there is considerable variation in the proportion of patients who have suffered a hip fracture who receive a falls assessment, from whose performing well above the UK average level to those who fall well below.
Figure 7:  Proportion of Hip Fracture patients who receive a falls assessment.
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Source :http://www.nhfd.co.uk/003/hipfractureR.nsf/NHFD_National_Report_Extended_2010.pdf  p55

8.3 Summary
Falls are already a significant burden upon health and health services in Wales and will only become a greater burden in the future as the size of the older population increases. The nature of falls prevention in Wales at the moment tends to focus on those suffering only major injuries, however, there are efforts being made to tackle more minor A & E treated injuries.  There are a number of ongoing pieces of work addressing the issue of falls across Wales, there are good examples of multi-factorial falls assessment teams but this is not systematic.  In addition the 1000 Lives Plus Programme is implementing a falls collaborative focused on addressing secondary and tertiary prevention.

HBs should review the services that do exist and the part of the pathway that they target needs to be clearly identified and evaluated. These services need to be evidence based and having a demonstrable effect on outcomes.  Where there are no services or services that tackle only a very small part of the patient pathway, consideration is needed as to whether further development is required and if the areas of greatest potential gain are being targeted. 

As a minimum the recommendations of the National Audit of Falls and Bone Health in Older People should be implemented in full (Tremi et al, 2011).

9 Health at Work

Staff employed by NHS Wales are its greatest asset and the largest proportion of costs.  Ensuring staff health and well being is maintained and promoted is essential to the efficient and effective delivery of health services across Wales.

The workforce absence rate is a key indicator for NHS Wales. Figure 8 illustrates the potential savings in terms of contracted days. 

This shows that more than 1.3million contracted days work is lost annually to sickness or absence. This equates to an average of more than 3,600 people being sick or absent daily in the Welsh NHS. An improvement of 0.3 percent would release a further 73,000 days back to the system. Every percentage point reduction in the national sickness rate would result in significant savings for NHS Wales. If a sickness rate of two percent was achieved it would potentially save 840,000 contracted days annually,  leading to only around 1,400 NHS workers being sick or absent from our health system on a daily basis. The aspiration of a two percent sickness rate has been achieved over sustained period of time by some English NHS organisations (Audit Commission, 2011).

A recent report by the Audit Commission (2011) highlights a number of trends across England that may be reflected in Wales. Firstly, there is a gradient from the lowest to the highest Agenda for Change bandings that mirrors earlier evidence from the Whitehall Studies. Secondly, there is a relationship between deprivation and sickness absence, again mirroring evidence from beyond the NHS. While patterns in England may not exactly replicate in Wales, there are key learning points that can be adopted within Wales including the need for additional support in at risk staff groups.

Figure 8: Potential savings of contracted days if absences are reduced across NHS Wales, 2009-2010. 
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Wales has a strong track record in developments to promote health through the workplace and has been at the forefront of work to promote initiatives which recognise the value of work in relation to an individual’s health and well-being.  The Healthy Working Wales programme has a number of strands that recognise the different contributions that the work and the workplace can play, these include:

· The Corporate Health Standard and Small Workplace Health Award, initiatives that encourage and reward employers for creating a work environment that promotes the health and well being of staff.  NHS Wales’ organisations have a target to achieve the highest level of award, the Platinum Award, by 2013.

· Initiatives to reduce the number of people who leave work due to ill health and become long term unemployed or in receipt of incapacity benefits.  This includes initiatives in support of UK policy, such as the use of the Fit Note; improved access to occupational health advice for employers; and support for health professionals to increase their understanding of the contribution of work to health and their confidence in supporting return to work.

A systematic review into the role of the workplace in preventing and managing common health problems (Hill, D et al, 2007) concluded that considerably more research and evaluation was required in this area.  They did however, conclude that the workplace can be an effective setting for prevention when evidence based interventions are employed and that approaches which include a partnership approach between employees and managers are the most effective.
A series of systematic reviews were commissioned by NICE to inform the development of Public Health Guidance 19, Managing long-term sickness absence and incapacity from work (NICE, 2009a).  While the strength of the evidence varies it is possible to identify factors that appear to contribute to effective management of sickness absence.  These are consistent with the evidence surrounding the role of the workplace in managing common health problems identified by Hill et al, 2007 and include:

· The presence of effective policies and procedures in relation to employment and health and safety.  These need to reflect a culture of active management of sickness absence that includes an understanding of how the organisation compares with others and considers variations in sickness absence between staff groups.
· Early and pro-active intervention (within two to eight weeks of sick leave) is associated with effective outcomes.
· The use of appropriately trained and supported staff to undertake this work who have the confidence and trust of the employee and are seen to be impartial.  There is evidence that line managers may not be the most appropriate.  The appointment of dedicated case workers is advocated in more complex cases.

· Assessment of the likely prognosis for returning to work can be helpful

· Access to specialist assessment such as physiotherapy and occupational health is essential at an early stage.  

· The perceived and actual barriers to return to work are important and an exploration of this, including the use where appropriate of counselling/CBT to explore employees beliefs regarding their condition and work can be helpful

· A team approach involving effective communication is essential between the employee, manager, occupational health and primary care.  This ensures that there are shared goals amongst those involved.

A report prepared for the Department of Health described the development and testing of a model to assess the benefit of good staff health and well being on organisational outcomes in the NHS (The Work Foundation, Aston Business School and RAND Europe, 2009).  They concluded that organisations with higher rates of staff health and well being also enjoyed better outcomes.  For example a Trust that was in the top ten percent for health and well being was also likely to be in the top 20 percent for patient satisfaction.  They also found that the difference in absenteeism rates between a good Trust and an average Trust with regard to health and well being was 0.4 percent.  This suggests that improving staff well-being will also benefit patient care and performance.
10 Conclusions
The National Prevention and Promotion Programme has identified a number of initiatives which have the potential to make an impact in a relatively short term timeframe, on use of NHS services.

Priority has been given to those interventions which can impact on health and health service use in the short to medium term, three to five years.  The Programme Board recognises that some of the most cost effective interventions take longer to realise a return and that work should also be undertaken to identify interventions that represent a cost effective or cost saving in the medium to long term such as early years parenting interventions.
The interventions highlighted also reflect those actions where the NHS can make a particular contribution as part of multi-factorial approaches to behaviour change that include changes in legislation, policy and the environment.

It is important to reiterate that there are many public health interventions which have demonstrated cost effectiveness e.g. £20,000 – 30,000 per QALY, the criteria used to judge other healthcare interventions.  There is a need to ensure that cost effective public health interventions are funded alongside treatment and care.

The Programme Board has identified the initial priorities of the programme and work has commenced on implementation.

A project implementation group has been established for Smoking Cessation and work has commenced to implement these actions across Wales, learning from best practice and ensuring effective measurement and monitoring processes are in place to track change.

Public Health Wales has been asked by the Welsh Assembly Government to support the implementation of brief advice for alcohol in Wales with a focus on Primary Care in the first instance.  This includes provision of training, support for local implementation and improved monitoring of outcomes.

The Vascular Risk implementation project will report by the end of October 2011.  This work will be implemented in conjunction with the implementation of Annual Health Checks for those over 50 years of age and the continued development of the Quality and Outcomes Framework for Primary Care.

The programme has identified the potential to reduce the impact of falls in older people across the care pathway from primary prevention to tertiary prevention.  There is potential for more focused and co-ordinated implementation of the existing evidence base, consistent with the recommendations of the National Audit of Falls and Bone Health in Older People (Tremi J, et al, 2011).  Work will continue in conjunction with the 1000 Lives Plus Programme to ensure effective and co-ordinated action.  

Considerable work to address Health at Work is ongoing across the NHS and more widely.  The National Programme can contribute to more rapid and effective implementation of best practice to increase the pace of change.

11 Recommendations

The following are recommendations for action for the NHS in Wales, working closely with its partners in Local Government and the Third Sector.

11.1 Reducing the burden of tobacco use 

Cigarette smoking remains the leading cause of preventable ill health in Wales and a major cause of health inequalities. Consultation responses on the Draft Tobacco Control Action Plan for Wales, issued for consultation in February 2011, are not being considered.  The Draft Action Plan sets out a framework for further action in this area.  The recommendations of this programme are included within this plan.

· HBs, working in partnership with Stop Smoking Wales and other Specialist Services should ensure that all smokers referred for elective surgery should be advised of the benefits of quitting and referred or signposted to specialist services.  There should be an increase in the number of smokers referred for elective surgery who become treated smokers to a minimum of 20 percent
 to achieve the projected financial savings identified.  

· HBs working in partnership with Stop Smoking Wales and other Specialist Services should work to ensure that recommendations contained in NICE guidance on  Quitting Smoking in Pregnancy and Following Childbirth (NICE, 2010b) are implemented in Wales including the use of routine carbon monoxide testing in ante-natal care.
· Public Health Wales should work with HBs and NHS Wales Informatics Service to improve data collection on smoking rates in pregnancy as part of routine maternal and child health record systems.
· NHS Organisations in Wales should actively support staff wishing to stop smoking through increasing access to stop smoking services aiming for 35 percent of smoking staff accessing support per annum.
· HBs and Stop Smoking Wales should work to ensure that a minimum of five percent of smokers become treated smokers per year.  Variation in contacts by GP Practice should be routinely monitored and action taken to address these.  Advice to stop smoking should be included in all routine clinical contacts, with particular priority given to those smokers with existing chronic disease.

11.2 Reducing the burden of alcohol use

Alcohol misuse has a devastating effect on individuals, families and communities.  In addition, the costs of treatment amount to approximately £70m a year for the NHS in Wales (Phillips et al, 2011).
· HBs and Substance Misuse Planning Boards, supported by Public Health Wales should develop plans to implement alcohol risk assessment using evidence based tools and the provision of brief advice in primary care and other high risk settings including A&E and Sexual Health Services by March 2012.

· Public Health Wales should identify how routine data can be used to monitor the implementation of this recommendation.

11.3 Vascular Risk

Cardiovascular risk has a significant impact on health and well being in Wales.  Improving the identification of those at high risk of cardiovascular disease and ensuring that they receive evidence based interventions was a recommendation of the Halcox Report.  Public Health Wales has been asked to review existing services, identify where there are gaps and opportunities to reduce duplication and provide a more systematic and co-ordinated service.  It will recommend a service model for vascular risk assessment in Wales by October 2011.  

· HBs should work with Public Health Wales to implement the recommendations of the Cardiovascular Risk Programme once they are known.

· NICE (2011) have identified hypertension management as the intervention with the greatest potential for cost saving for the NHS based on their current guidelines.  HBs should review existing implementation of NICE guidelines (NICE, 2006) and QOF standards for management of hypertension to ensure maximum impact.
11.4 Reducing the impact of falls in older people

Falls are already a significant burden upon health and health services in Wales and will only become a greater burden in the future as the size of the older population increases.

· HBs should implement the recommendations of the National audit of falls and bone health (Tremi et al, 2011).  To include ensuring that falls risk assessments are systematically conducted for all those older people who are admitted to hospital for a falls related injury. 
· HBs should work to monitor and reduce lengths of stay for patients admitted following a fall related injury. Analysis of admissions data suggest that reducing lengths of stay by just one day can reduce the NHS burden substantially, reducing bed days by one day per admission could save over 10,500 bed days at an approximate cost of £3.8m.  A reduction in average length of stay of one day should be achieved by December 2012.

· HBs should monitor implementation of NICE Guidance on Falls Assessment and Prevention.  HBs should report annually on implementation and outcomes.
11.5 Improving Health at Work

1.3 million contracted days work are lost annually to sickness or absence in NHS Wales. An improvement of 0.3 percent would release a further 73,000 days back to the system. 

· NHS organisations in Wales should ensure that reducing sickness absence is a priority.  Targets should be set and monitored at the highest level to achieve a minimum reduction per annum of 0.3 percent with the goal of matching best practice of less than two percent by 2017.
· Public Health Wales should work to support uptake of evidence based interventions to reduce sickness absence and increase staff health and well being and support their implementation across Wales.
· NHS organisations should continue work to achieve Platinum Award of the Corporate Health Standard by March 2013.

11.6 Recommendations for further work

The work undertaken by the project team has highlighted the limited information available on the cost effectiveness or cost of interventions.  The work undertaken by NICE to develop costing tools to support guidelines and recommendations is very important but more work is needed.  The relationship between Welsh Government and NICE with respect to Public Health Intervention Guidance and the cost-benefits of closer working should be reviewed. 
· Economic evaluation should be a core component of any evaluation of public health interventions.
· Further work is needed to develop accessible tools and approaches to determining the longer term benefits from prevention.

· Work to consider and estimate the benefits to society as a whole from complex interventions should be further explored to support multi-agency work of this kind. 
· The value of public health interventions in improving health needs to be continually stressed so the merit or otherwise of these interventions is judged in the same way as clinical interventions.

· There is a need to further develop capacity in Wales for modelling techniques to provide information on the potential impact of interventions where intervention studies are not available or feasible e.g. legislation, policy change, mass media interventions.
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Annex 1: Ranking of preventative health interventions
	
	Problem
targeted
	Priority
ranking
	Priority
score
	Reach
	Inequality
score
	Cost-
effectiveness
	Affordability
	Certainty

	Intervention
	
	
	(% decision
makers rank
as top
priority
)
	(% 
population 
affected)
	(%
disadvantaged
affected/% all
affected
	(Cost per
QALY gained
)
	(*** <£100;

** £100-£1bn;

* >£1bn)
	(*** High quality evidence;

** Good quality evidence;

* Low quality evidence)

	Increase tax by 5%
	Alcohol
	1
	11.2
	18.4
	1.78
	-£5,267
	***
	**

	Increase tax by 5%
	Smoking
	2
	9.8
	22.3
	1.55
	-£3,320
	***
	***

	National mass media campaigns
	Smoking
	3
	9.6
	22.3
	1.55
	-£3,032
	***
	***

	Brief interventions delivered in GP practices
	Smoking
	4
	9.1
	19.2
	1.55
	-£2,169
	***
	***

	National mass media campaigns
	Obesity
	5
	9.0
	0.1
	1.00
	-£3,290
	***
	**

	brief interventions delivered in GP surgeries
	Alcohol
	6
	8.6
	15.9
	1.78
	-£750
	**
	**

	Brief interventions to promote physical activity
	Obesity
	7
	8.6
	33.7
	1.00
	-£2,151
	**
	***

	Nicotine replacement therapy
	Smoking
	8
	8.4
	12.8
	1.47
	-£933
	**
	***

	Screening and treatment to reduce Chlamydia
	STI
	9
	7.3
	11.3
	1.00
	£370
	***
	**

	School based education
	Obesity
	10
	7.2
	3.6
	1.00
	£599
	***
	**

	School based education to increase condom use
	STI
	11
	6.0
	0.5
	1.57
	£4,965
	**
	*

	Statins for primary prevention
	Statins
	12
	4.2
	6.2
	1.08
	£9,858
	*
	**

	Assessment and support of caregivers
	Mental health
	13
	0.9
	3.3
	1.00
	£35,264
	*
	**

	Screening to prevent depression in retirees
	Mental health
	14
	0.1
	1.5
	1.08
	£70,120
	***
	***


Source:  Matrix Insight and Health England 2009.

(http://www.healthengland.org/publications/HealthEnglandReportNo5.pdf
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NICE Recommendation 5%





Cardiovascular Disease (CVD)





Primary Risk Factors: Blood Clotting, high levels of cholesterol, high blood presure





Secondary Risk Factors: Socio-economic status, diet, smoking, lack of physical exercise





Cerebrovascular Disease (Stroke)





Coronary Heart Disease


(Heart Attack)





Peripheral Vascular Disease





Kidney Disease





Diabetes Mellitus








� A treated smoker is defined as someone who attends at least one intervention session with a smoking cessation service


� Based on national survey data of the proportion of smokers who wish to quit


� Inpatient care covers the total cost of an admission to hospital for a period of time. This includes costs associated with bed occupancy, examination, diagnosis and treatment of patients. The cost of medications relates to drug costs such as anti-platelet drugs, beta blockers and lipid lowering drugs.





� This is based on the modelling work undertaken by the London Public Health Observatory (Bowles, 2007)


� Statistical techniques are used to combined data on the outcome of the intervention with decision makers’ preferences for different outcomes to estimate the likelihood that the intervention would be chosen by decision makers when compared with the other interventions in Annex 1.


� The cost of the improvement in health achieved by an intervention, measured as the cost of achieving one extra QALY (a measure of health related quality of life)






